INTRODUCTION {#sec1-1}
============

Rupture of the pregnant uterus is a major contributor to the high maternal morbidity and mortality seen in developing countries.[@ref1]--[@ref3] Regional variation occurs in the incidence of uterine rupture and is a reflection of the standard of obstetric care. Widespread poverty, low educational status, cultural constraints that underscore utilization of orthodox care, inadequate health facilities, poor transport system, poor communication facilities, and substandard health facilities are contributory factors in developing countries.[@ref2][@ref4][@ref5] It is therefore not surprising that most cases of ruptured uterus are in the unbooked patient[@ref1][@ref5][@ref6] This is different in developed countries where efficient antenatal and intrapartum care had almost eradicated this obstetric catastrophy.[@ref3][@ref4][@ref7]

Most cases of uterine rupture in previous studies in this environment are due to rupture of the unscarred uterus secondary to neglected obstructed labor as against the backdrop of previous caesarean section scar rupture in developed countries.[@ref8]--[@ref11]

The magnitude of this preventable obstetric complication is enormous; thus it is imperative to evaluate periodically its impact and identify institutional problems that might compound its occurrence.

Various national studies have been done regarding uterine rupture[@ref1]--[@ref3][@ref5]--[@ref7] but recent literature is replete in this region.

MATERIALS AND METHODS {#sec1-2}
=====================

A 5-year retrospective study of all cases of rupture of the gravid uterus between January 2004 and December 2007 was carried out. Records of the labor wards and theater were searched and the folder numbers of the patients with uterine rupture were retrieved. These numbers were used to get the folders of the patients from the archives of the hospital. The relevant information was extracted and placed on a spread sheet, namely sociodemographic variables, booking status, etiology of rupture, clinical presentation, points of referral, type of surgery done, sites of rupture, complications, fetal, and maternal outcome.

Analysis of data was done using appropriate computerized software packages (SPSS14 and Microsoft Excel 2007 version). Results were presented using percentages, tables, and charts.

RESULTS {#sec1-3}
=======

From January 1, 2003 to December 31, 2007, there were a total of 10,337 deliveries of which 40 patients had rupture of the gravid uterus giving a ratio of 1: 258 deliveries.

The sociodemographic characteristics of patients are showed in [Table 1](#T1){ref-type="table"}, patients with uterine rupture, 15 (37.5%) patients were in the age group of 25-29 years, 13 (32.5%) patients were in the age group of 30-34 years, 7(17.5%) in the age group of 35-39 years while 1 (2.5%) in the age group of 40-44 years.

###### 

Socio-demographic characteristics
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Secondary education was attained by 17 (42.5%) patients, 15 (37.5%) had primary education, 7 (17.5%) patients had tertiary education, and 1 (2.5%) had no formal education. Other sociodemographic variables are as shown in [Table 1](#T1){ref-type="table"}.

The booking status of patients indicated that 26 (65%) were unbooked as against 14 (35%) who are booked.

In patients with uterine rupture, 13 (32.5%) patients had previous lower segment caesarean section, 12 (30%) had background use of oxytocics, 6 (15%) had obstructed labor, 2 (5%) each had previous classical caesarean section, and manipulative operations done by traditional birth attendants to achieve vaginal delivery. Others are as shown in [Table 2](#T2){ref-type="table"}.

###### 

Etiologic factors for uterine rupture
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The clinical presentation of patients with uterine rupture is illustrated in [Table 3](#T3){ref-type="table"}, 37 (92.5%) patients presented with abdominal pain, 26 (65%) had features of shock, vaginal bleeding occurred in 12 (30%) cases with 5 (12.5%) cases presenting with distorted uterine contour.

###### 

Clinical presentation of patients with rupture of the gravid uterus
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[Figure 1](#F1){ref-type="fig"} highlights the relationship between the first point of call and the booking status of patients, 14 patients that were booked in University of Port Harcourt Teaching Hospital (UPTH), 10 (71.43%) were first attended to at the UPTH while 2 (14.29%) presented to a private clinical before referral, 1 each (7.14%) first presented to the maternity, and health center respectively. Of the unbooked patients, 11 (42.31%) first presented at a maternity, 8 (30.76%) were first attended to at a private clinic, and 2 (7.69%) first presented at a traditional birth attendant\'s place, 1 (3.85%) each presented to a general hospital and health center respectively.

![Booking status and first point of presentation at onset of labor](NMJ-52-230-g004){#F1}

The various sites of rupture of the gravid uterus were as follows: anterior transverse lower segment rupture occurred in 26 (49.1%) cases. Five (9.4%) patients had extension into the broad ligament. Posterior, right anterior-lateral, left anterior-lateral, and anterior-vertical rupture had 4 (3.8%) cases each. Extension into the vagina and fundal ruptures occurred in two (3.8%) patients respectively [Table 4](#T4){ref-type="table"}.

###### 

Sites of rupture
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The kind of surgeries performed: 42% had repair alone, 25% had repair and bilateral tubal ligation, 23% had total abdominal hysterectomy, and 10% had subtotal abdominal hysterectomy.

The fetal and maternal outcome in patients with rupture of the uterus is as follows: 33 (82.5%) mothers were alive while 7 (17.5%) died during and after surgery, 32 (80%) fetuses died while 8 (20%) of the fetuses were born alive.

The observed morbidities are as follows: 24 (42.1%) had anemia, 11 (19.3%) had puerperal sepsis, 8 (14%) had wound sepsis, and 7 (12.3%) with wound dehiscence. Two (3.5%) each vesico-vaginal fistulae and ureteric fistulae and one (1.75%) each had complications of renal failure, wound dehiscence, and subacute intestinal obstruction respectively.

DISCUSSION {#sec1-4}
==========

The incidence of rupture of the gravid uterus is 1:258 deliveries. This incidence is similar to other series in Africa.[@ref2][@ref5][@ref12] Much higher incidence has been documented in other parts of Africa such as Uganda where values of 1:96 deliveries had been noted.[@ref13] Studies in Singapore noted lesser incidence of 1:6331 deliveries.[@ref14] The high incidence in some of these centers is not surprising because of the rapid deterioration in the quality of obstetric care offered to patients as a result of economic depression in most of these countries.[@ref15][@ref16]

The fact that, 65% of patients in this study were unbooked is a reflection of what is obtained in most developing countries as against that in developed countries where most patients had qualitative obstetric care.[@ref5][@ref8][@ref17]--[@ref19]

The age group largely affected by this obstetric catastrophic in this study were patients in their reproductive peak 25-29 years. This study however differs from that of Ezechi *et al*. who noted a high incidence amongst the age group 30-34 years and lowest amongst patients in the 25-29 years.[@ref2]

Grandmultiparity, which had been identified by other studies as a high risk factor,[@ref20]--[@ref22] was not observed in this study; instead primiparous patients were noted to have a higher incidence.

The attainment of at least a secondary school education was noted to encourage antenatal booking and hence reduce the risk of rupture whereas illiteracy encouraged nonantenatal clinic registration and likelihood of unsupervised deliveries and higher rate of uterine rupture.[@ref19][@ref23] In this study, most patients had at least a secondary education; this did not however, translate to a reduction in the rate of rupture of the gravid uterus amongst them. This may bring to question the quality of education received by these patients. In addition, these patients though having secondary education may not had been financially empowered to seek qualitative care since most were housewives.

The rupture of the unscarred uterus had been well documented as common in developing countries.[@ref1][@ref3] This study however identified rupture to be more in patients with previously scarred uterus as had been noted in other studies.[@ref3][@ref24]--[@ref26]

This can be attributed to increasing caesarean section rate in the country, aversion for a repeat caesarean section by most women in Nigeria and the tendency to seek unskilled intervention in the event of another pregnancy, falsely assuming that the reason for the initial caesarean section was that they presented to a health facility.[@ref27]--[@ref30]

In addition, injudicious use of oxytocics was also noted to be contributory to rupture of the gravid uterus especially in patients with previous caesareans section. This etiological base was also brought into focus by various studies.[@ref2][@ref8][@ref31] Most unbooked patients presented at maternities run by unskilled personnel with little or no knowledge of basic obstetric care and also private clinics that use oxytocics on patients with previous caesarean section scar without adequate monitoring of these patients in labor. The points of referral had been implicated, with increased incidence of rupture amongst maternities run by Christian missions and the health centers run by the community health workers without adequate knowledge of the use of oxytocics.[@ref2]

The commonest site of rupture was the anterior lower segment as had been observed in other studies.[@ref8][@ref18][@ref20] The repair of rupture site was the commonest procedure offered patients and this may not be unconnected to the fact that most ruptures occur over the previous caesarean section scar and during the call periods were only residents were present to handle the cases. This particular measure of repair alone puts the patients at higher reproductive risk if they fail to present themselves for supervised delivery at a centre where surgical intervention is possible.

The perinatal and maternal mortalities of 17.5% and 80%, respectively, depict the grave nature of the problem. These figures are similar to findings in most of the series[@ref12][@ref17][@ref20][@ref31] but higher than those of Lema and Chen.[@ref24][@ref32] The variations signify the quality of obstetric care in the areas reviewed. Morbidities such as anemia, puerperal sepsis, and prolonged hospital stay are corroborated by similar finding in Ibadan, Sagamu, and Ethopia.[@ref6][@ref12][@ref17]

CONCLUSION {#sec1-5}
==========

It is obvious that rupture of the gravid uterus still constitutes a major obstetric complication in this environment. Thus concreted efforts need to be made to improve utilization of health facilities, by increasing socioeconomic status of woman, easy access to emergency obstetrics care, improving the communication and transport systems. There is also need for proper education of females about the associated risk after a previous caesarean section if pregnancy and labor is unsupervised in the next confinement. In addition, regulation of the injudicious use of oxytocics by unskilled personnel is advocated with increased vigilance among skilled personnel during the use of oxytocics in patients with previous caesarean section scars.
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